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A 16 years old female with history of cerebral palsy, juvenile rheumatoid arthritis and severe scoliosis
presents for recurrent pneumonia. Multiple prior plain ﬁlms demonstrate progressive increased
consolidation conﬁned to the left lower lobe. Subsequently, a CT of the chest was preformed which
showed a plastic gastrostomy (MIC-Key tube) bumper in the proximal esophagus causing severe tracheal
narrowing. The patient underwent endoscopic removal of the gastrostomy bumper without incident.
 2011 Elsevier Ltd. All rights reserved.1. Introduction
Esophageal migration and obstruction by gastrostomy (MIC-Key
tube) causing recurrent pneumonia is very rare. The use of percu-
taneous gastrostomy tubes provides a safe and convenient
approach to gastrostomy placement. Percutaneous gastrostomy
tubes are very frequently used for feeding. However, tube
replacement is sometimes associated with serious complications,
like passage of the replacement tube into the peritoneal space, and
retention of gastrostomy tube remnants following disruption of the
tube. Although it is an uncommon occurrence, retention of gas-
trostomy tube remnants is known to cause distal gastrointestinal
complications like gastric outlet and distal intestinal obstruction.1
We report a case of recurrent pneumonia due to proximal esoph-
ageal migration of a gastrostomy MIC-Key tube remnant causing
esophageal obstruction in a 16 years old female with subsequent
endoscopic removal.
The patient is a 16 years old female with history of multiple
upper respiratory complaints since the past six months. Her
pertinent medical history includes cerebral palsy, juvenile rheu-
matoid arthritis, and a severe dextroscoliosis of the thoracic spine.
She has had a gastrostomy tube placement and exchange per-
formed six months prior from an outside institution. The patient
has been receiving total parenteral nutrition from her gastrostomy
tube without any incident. It is of note that the patient has never: þ1 817 920 6229.
rved.had a gastric fundoplication procedure in the past. The pulmonary
complaints have been present for the past six months and have
waxed and waned but the patient has not returned to her base line.
Multiple plain ﬁlms reveal left retro cardiac consolidation which
show signs of progression. Apparently no retained foreign object is
visualized (Fig. 1). House staff has witnessed the patient having
apneic episodes while sleeping. Subsequently, a CT of the chest was
ordered to look for an underlying cause. CT scan (Fig. 2) demon-
strates a curvilinear foreign body noted in the proximal esophagus
with a linear stalk at the caudal aspect. This foreign body is seen
causing severe narrowing of the adjacent trachea. Marked soft
tissue thickness of the ventral esophagus is noted suggesting
a chronic process. In retrospect, the foreign body was identiﬁed on
multiple prior radiographs.
Upon questioning, the parents denied any episodes suggestive
of foreign body ingestion. However, they did report that when the
PEG tube was changed to a button-type device (Fig. 3); the retainer
bumper was left in situ to be passed in the stool. The parents had no
recollection of passage of the PEG tube remnant. Previously
obtained abdominal radiograph was reviewed, that did not show
any tube remnant in the abdominal.
The patient underwent ﬁber optic esophagoscopy and the PEG
tube retaining bumper was noted to be impacted in the proximal
esophageal causing surrounding edema. The foreign body was
removed with forceps without incident. No evidence of esophageal
stricture, perforation, or ﬁstula formation was identiﬁed.
Following recovery from this procedure, the child was dis-
charged home. The child’s symptoms of apneic episodes and
recurrent pneumonitis resolved, postoperatively.
Fig. 1. Chest X-rays demonstrates dextroscoliosis with no apparent tube visualization. Arrows demonstrate faintly visualized MIC-Key tube button.
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We report an undescribed complication of recurrent pneumo-
nitis due to an esophageal obstruction caused by a retained gas-
trostomy tube remnant. Our case involves a 16 years old patient
who had the retaining bumper of a cut percutaneous gastrostomy
tube migrate into her proximal esophagus leading to recurrent
pneumonitis. The patient subsequently underwent endoscopic
removal of the remnant. There are many recommendations for
removal of percutaneous gastrostomy tube. The original percuta-
neous gastrostomy tubes can be removed either by cutting the tube
at the base near the external abdominal wall and allowing the
remnant to pass; or it can be removed in one piece by gentle
traction after deﬂating the retention balloon or by endoscopic
removal of the remnant after cutting the tube.2 Over the years
many improvements have been made in the design and insertions
techniques of gastrostomy tube. Currently, surgical placement is
replaced by simpler and less time-consuming percutaneous endo-
scopic or ﬂuoroscopic approaches under moderate anesthesia.
However, there are still signiﬁcant potential complications associ-
ated with this procedure, including wound infections, gastro colic
ﬁstulae, bowel perforation, liver perforation, and peritonitis.3,4Fig. 2. a, b, c CT scans axial, coronal and sagital views demonstrates MIC-key tube remnant
effect on adjacent trachea.Migration of gastrostomy tubes causing small-bowel obstruction
and aortogastric ﬁstula are described as some of the late compli-
cations.5,6 Many authors recommend that the initial PEG tube be
converted to a standard gastrostomy tube or a button gastrostomy
when the tract is well healed, usually 2 months to 1 year. Percu-
taneously placed gastrostomy tubes can be pulled through the
ﬁstula tract with ﬁrm traction which is clearly a less expensive
alternative than endoscopic or ﬂuoroscopic removal of a cut
remnant. However, this procedure not only can be a potential
source of patient discomfort, but may also lead to disruption of the
ﬁstula tract with subsequent passage of the replacement tube or
button into the peritoneal space.7 Alternatively, the PEG tube can be
cut at skin level and the retaining bumper removed endoscopically
or using ﬂuoroscopy and a foreign-body basket. In this method, the
patient needs to have an endoscopic procedure or extended ﬂuo-
roscopy, with all the inherent risks and cost. The tube can be
changed by pulling the tube through the abdominal wall whenever
feasible with proper positioning of the replacement gastrostomy
tube or button which should be documented ﬂuoroscopically or
endoscopically. When one encounters old PEG tubes that cannot be
easily removed by traction through the abdominal wall, the
retaining bumper should be cut and the remnant allowed to pass inin proximal esophagus (arrows) causing partial obstruction of the esophagus and mass
Fig. 3. Photograph of a MIC-Key tube.
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entire PEG tube. However, if the gastrostomy tube is cut and
the remnant allowed to pass in the stool, close observation is
essential, because gastrostomy tube remnants left in the gastroin-
testinal tract have been reported to cause both intestinal obstruc-
tion and perforation.8e10
In conclusion,we have described a case of esophageal obstruction
caused by a retained PEG tube bumper. The tube remnant was
retained in the stomach for 3 months and then migrated into the
upper esophagus where it was lodged for about 6 months prior to
attempted removal. Due to the fact that the patient was fed solely by
gastrostomy feedings, the esophageal obstructionwas bypassed. The
symptoms of recurrent pneumonitis were probably due to proximal
esophageal obstruction. To our knowledge, this proximal esophagealmigration causing complication has never been reported. This is yet
another complication that can arise from remnants of PEG tubes
being left in situ to pass through the gastrointestinal tract.
There have been cases of esophageal obstruction from incom-
plete gastrostomy removal in the past but their incidence has been
quoted as extremely rare. Our case illustrates that cutting of the
gastrostomy tube near the skin when the tube malfunctions may
pose a hazard for patients with additional co-morbidities. Multiple
plain ﬁlm examinations for recurrent pneumonia were unable to
fully demonstrate the gastrostomy button which is semi-radi-
opaque. We recommend that gastrostomy buttons have a radi-
opaque marker which would better delineate them on plain ﬁlm
examinations.
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